HEAD OF HOUSHOLD POST-EXPOSURE PROPHYLAXIS REGISTRATION FORM

Instructions:
Enter the name and date of birth of each person for | Doos the person listed have any |
whom you are picking up medications. Include ?f,‘,‘;g,';”;;‘:‘;'a‘g;’:{‘ }’L‘Q‘;‘,’:;
estimated weight (in pounds) for all children less | - Ssizures SRR TR
than 8 years of age. - Age less than 9 years old - Staff Section
** List your name first ** . Dggxﬂg"';!i’l{‘ b retra wlino clirale the medioation ta be
**Continus on back if needed™ *Glrala below for eash parson® SOUFIR
Name (Last, Firsty L
" _ - SNS, -

; Date of Birth: YES / NO S -:Msd/aatlah
Welght if under 9 years old: £ baIHara
Name (Last, First)

n —= L swE

0 Date of Birth: YES / NO ' .ClproﬂoXaoln |+ Medioation
Welght if under 9 years ola: - Amoid 0///1'” . ' -qualHare
Name (Last, Firse): : Doxyoyc//,,e nes 5 )

. — SNS.

3 Date of Birth: YES / NO ‘j Clproﬂoxacln - Hadloaﬂon' .
Welght If under 8 years old: T I TeeR - qua/l-lera..
Name (Last, First);

o Date of Birth: YES / NO
Woeight If undar 9 years old:

Name (Last, Firsé); o
: Ng.

5 Dats of Birth: YES / NO ~Medloation -
Woeight if undar 9 years old: -l.qbgl H'm'g
Name (Last, First). B Dbkyoy b//ﬁe‘ e

- : — ‘SNS
Date of Birth: YES / NO Olprofloxacln  Madioation

8 . - iabe/l-lere

Welght if under 9 years ofd: ' Amo,/,:////,, ' '
Enter of af . contaut Phone Numhers
Home: ( )
Address:
res Mobile: { )
City: State: Zip Code:

Work: ( )

O 1 am picking up medications for myself. I agree to take them as prescribed.
O [ am picking up medications for others in my household, I am authorized to sign for these people, and I agree to provide the

medications and instructions to all of them,

Signature

Date:

*WARNING**
The medications you are picking up today may cause side effects, especially if takem with other
medications (either prescription or over-the-counter). Talk to your health care provider if you or
anyone in your household is taking other medications.
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HEAD OF HOUSHOLD POST-EXPOSURE PROPHYLAXIS REGISTRATION FORM

Instructions: ' '
Does the peraon listed have any
Enter the name and date of birth of each person for of the following conditions: @%
whom you are picking up medications. include -Pregnant ) Breast Feeding
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- | SNS
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11 ’ - . Label Here
Waelght if under 9 years old: 2 - Amox lol/ ”” o
Narne (Last, First) B ' -
. .- SNS
Dato of Birth: YES / NO Madlcation
42 e ‘Label Here
Welght if under 9 years old: Amoxielliin -
Name (Last, Firsi). DO - c. ol/ne i
”y = SNS
Dats of Birth: YES / NO alproﬂoxa'o/n Medlioation
13 - Labal Hare
Walght if under 9 years old: . Amox/c////n
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14 _— Label Hars
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——————— SNS
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Woelght if under 8 years ald: A Am&)\‘/é////ﬁ ' )
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